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for International Medical Graduates
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Will possible cutbacks in the number of
international medical graduates in the United
States lead to staffing problems for commu-
nity health centers, facilities specifically cre-
ated to help the medically underserved? The
present study examined the need, if any, for
international medical graduate staffing of
community health centers. The perceptions
of community health center administrators
regarding international medical graduates-
physicians who received their medical degrees
outside ofthe United States and Canada-are
critical in assessing how a cutback in the
number of international medical graduates
available might affect the staffing patterns of
these centers.
Community health centers are private,
nonprofit organizations chartered to pro-
vide primary care to poor and underserved
populations.12 Community health centers
receive funding, under Section 330 of the
Public Health Service Act,3 from the Health
Resources and Services Administration. Many
ofthese centers also receive grants from other
public sources, including enhanced Medicaid
and Medicare reimbursement.2'4 Community
health centers constitute a sizable presence;
in 1996, there were 685 community health
center organizations nationwide, including
3032 sites, and more than 8 million people
served in total.2 No published study has
reported the number of intemational medical
graduates employed in such centers.
Despite a rapid increase in the supply of
intemational medical graduates, little has been
reported about the settings in which they work
after completing residencies. The percentage of
allopathic residents who are international med-
ical graduates has increased substantially, from
14.0% in 1988/89 to 25.6% in 1995/96, when
such residents numbered 26 763.5 Medicare
subsidizes residency taining for both intema-
tional and US medical graduates, so federal
dollars help increase the supply of physi-
cians.5'6 Policymakers see an increasing supply
of physicians costing federal dollars, first for
training and then for physician-generated
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expenditures (e.g., unnecessary medication,
referrals, diagnostic tests, and treatment).
To reduce the supply ofinternational med-
ical graduates, policymakers and professional
associations have called for tighter immigration
constraints and new restrictions on Medicare
funding of residencies.$'0 Some recent studies
lend credibility to the view that international
medical graduates exacerbate national oversup-
plyl""12; others confMrm that these individuals are
safety net providers practicing in locales
ignored byUS medical graduates. 1314
Methods
A national survey was conducted at the
Cecil G. Sheps Center for Health Services
Research to detrmine community health cen-
ter administrators' perceptions of interna-
tional medical graduates. The survey was sent
to 100 administrators between October 20,
1997, and March 5, 1998. Qualified respon-
dents also included other administrative per-
sonnel designated by executive directors.
Questions focused on supply, satisfaction with
and dependence on international medical
graduates, and the potential impact of a
national cutback in the number ofthese grad-
uates. The final response rate was 70%.
The sampling frame consisted of all
community health centers in the United
States. Community health center lists and
data on urban-rural status were obtained
from the Bureau of Primary Health Care
Internet site15 and from the bureau's 1994
program directory.4 To ensure a balanced
regional and urban-rural distribution, we
constructed 20 strata based on self-reported
urban vs rural status across each of 10 US
Department of Health and Human Services
regions. We drew a self-weighting random
sample of 100 community health centers in
which the probability of selection was pro-
portional to the size of the organization; the
number of clinic sites in the'sampling frame
was used as a proxy for the number ofphysi-
cians working there.
Nonresponse bias was examined through
a comparison of the percentages of nonre-
sponding and responding community health
centers that have employed international med-
ical graduates since 1990. Information on
staffing of international medical graduates
among nonrespondents was obtained via (1)
telephone calls to informants at nonrespond-
ing centers, (2) secondary data from another
community health center study conducted by
one of the authors, and (3) surveys returned
after the deadline. Of 30 nonrespondents, 14
(46.7%) were confirmed as having employed
international medical graduates. Among sur-
vey respondents, 38 of 70 (54.3%) reported
that they had employed international medical
graduates. The similarity in international
medical graduate staffmg among respondents
and nonrespondents suggests minimal
response bias.
Likert scale response categories (1 =
strongly disagree, 5 = strongly agree) were
used for a series of questions on dependence
and satisfaction. Table 1 displays the 6 ques-
tions used in the international medical gradu-
ate satisfaction scale and the 4 questions used
in the dependence scale. Internal consistency
coefficients for the satisfaction (a = 0.74)
and dependence (a = 0.63) scales were in the
acceptable range.
Using the median score on each scale as
a benchmark, we dichotomized and cross
tabulated the satisfaction and dependence
scores of administrators who provided suffi-
cient data for assessment to represent a vari-
able with 4 values: low satisfaction and low
dependence, low satisfaction and high depen-
dence, high satisfaction and low dependence,
and high satisfaction and high dependence.
The dichotomized response to the agree-
disagree statement "We currently plan to
increase recruitment of international medical
graduates at our clinic" served as the major
dependent variable in our analysis. If the
respondent disagreed (1 or 2 on the Likert
scale), the community health center was con-
sidered to be unlikely to increase interna-
tional medical graduate recruitment; if the
respondent agreed (3, 4, or 5 on the scale),
the center was considered likely to recruit
international medical graduates.
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TABLE 1 -Administrator Satisfaction With International Medical Graduates (IMGs) and Dependence on IMGs: United States,
1997-1998
Scale Item Agree, % Neutral, % Disagree, %
Satisfaction
The local medical community favorably views the clinical 60.5 34.2 5.3
competence of the IMGs at our clinic(s) (n = 38)
Our IMGs possess clinical skills comparable to US medical 81.1 8.1 10.8
graduates we have hired recently (n = 37)
Our patients are satisfied with the quality of communication 73.7 18.4 7.9
with our staff IMGs (n = 38)
IMGs at our clinic(s) have had difficulty communicating 18.4 7.9 73.7
effectively with our clinical staff (n = 38)a
Traditionally, IMGs have demonstrated high levels of 75.0 22.2 2.8
clinical performance at our clinic(s) (n = 36)
IMGs employed at our clinic(s) have made positive 75.7 21.6 8.1
contributions to our local communities (n = 37)
Dependence
Our clinic(s) relies on IMGs to provide care to medically 63.2 10.5 26.3
underserved populations (n=38)
The number of clinical services offered at our clinic(s) 57.9 10.5 31.6
would be cut if IMGs were not available to us (n=38)
Patient volume would have to be reduced if we 52.6 18.4 28.9
did not have access to IMGs (n = 38)
IMGs fill staff positions that normally go unfilled by 54.1 16.2 29.7
US medical graduates at our clinic(s) (n = 37)
aReversed scoring when included in the satisfaction scale.




Of 70 respondents, 38 had employed an
international medical graduate since 1990,
and 33 had employed at least 1 such individ-
ual at the time the survey was conducted. At
that time, the 38 organizations in our sample
employed a total of 90.6 full-time equivalent
international medical graduate physicians, or
27.5% of all full-time equivalent physicians
at their community health centers; 48 of
these graduates were reported to be currently
on exchange visitor visa waivers. Of these
90.6 full-time equivalent international med-
ical graduates, 40.6 (44.8%) practiced in
urban areas.
Exactly half(19 of38) ofthe respondents
were located in rural areas, and the other half
were located in urban areas. Of28 inia-
tors who recalled the first year that their center
introduced international medical graduates to
the workforce, 26 reported that they did so in
the 1990s.
Unfilled Positions
On average in our sample, 56.9% of all
current full-time equivalent international
medical graduate positions would probably
go unfilled if international medical gradu-
ates were no longer available. When trans-
lated to the percentage of all current full-
time equivalent physician staff positions
in our sample, 15.7% would probably go
unfilled.
Dependence and Satisfaction
Approximately 23% (16 of 70) of the
organizations in our sample reported that
they were relatively "dependent"' on interna-
tional medical graduates, and most of these
organizations planned to increase recruit-
ment (Figure 1). Of the 13 respondents with
relatively low dependence and low satisfac-
tion, 12 had no such plans. Conversely, all
9 respondents reporting high international
medical graduate dependence and satisfac-
tion planned to increase recruitment. Some
facilities had become dependent on interna-
tional medical graduates despite low satis-
faction. Even with the small sample size, the
findings presented in Figure 1 are statisti-
cally significant.
Correcting Physician Shortages
International medical graduates appear
to be significantly easier to recruit than US
medical graduates and physicians in the
National Health Service Corps, which is a
federal scholarship or loan program that
redistributes physicians and other health
professionals into areas with shortages
October 1999, Vol. 89, No. 101572 American Journal of Public Health
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FIGURE 1-Community health center plans for recruitment of International medical graduates (IMGs), by satisfaction and
dependence: United States, 1997-1998 (n = 35; XF2 = 22.29, P< .01).
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(Table 2). Moreover, there was no statisti-
cally significant difference between the
perceived retention of international medical
graduates, US medical graduates, or National
Health Service Corps physicians at commu-
nity health centers. In addition, administra-
tors perceived that international medical
graduates are more willing to accept lower
salaries.
However, Table 2 also shows that inter-
national medical graduates reportedly are
less accepted by patients than are US med-
ical graduates or National Health Service
Corps physicians. Administrators frequently
reported preferring corps physicians to inter-
national medical graduates. Cultural con-
trasts help underscore concern about employ-
ing international medical graduates. As one
administrator explained:
I think that international medical graduates
are being done an injustice during training in
this country, when cultural diversity and
competency is not included as a part of their
American experience. As providers in medi-
cally underserved areas, international medical
graduates must have an appreciation of the
cultural beliefs and mores of the people they
serve. If this is not achieved, health care
delivery is impeded.
Another administrator explained some
of the complexity behind staffing interna-
tional medical graduates: "International med-
ical graduates are a mixed blessing. They fill
vacancies very competently as a rule, but
they don't seem to be able to get too comfort-
able in rural (and in our case, 99.9% White)
America."
According to one of the administrators,
"In each case, we attempted to find an
appropriate American citizen for the position
and were unable to do so." Another adminis-
trator explained succinctly, "I hope we can
continue and keep international medical
graduates as this is my only hope for a clinic
in the future."
Discussion
International medical graduates have
become an important and necessary part of
the health workforce at many community
health centers. This finding is substantiated
by survey responses indicating administra-
tors' perceptions of dependence, satisfaction,
and health workforce supply.
Dependence and satisfaction appear to
be strong indicators of plans to increase (or
not increase) recruitment of international
medical graduates. Nearly one quarter of
community health center organizations are
dependent on international medical gradu-
ates, and most of these dependent organiza-
tions want to increase the supply of such
physicians.
Such findings help demonstrate that an
international medical graduate cutback
could have a substantial impact on the sup-
ply of physicians at a significant minority
of community health centers. In the case of
community health centers that have used
international medical graduates since 1990,
administrators reported that 1 of every 6.4
full-time equivalent physician positions
(15.7%) would go unfilled if these physi-
cians were no longer available. To offset
such shortages from an international med-
ical graduate cutback, policy prescriptions
frequently call for an increase in National
Health Service Corps physicians.10'16 Con-
sistent with this policy direction, a number
of community health center administrators
believe their patients are more accepting of
corps physicians. However, legal require-
ments place community health centers in a
bind because of variation among govern-
ment agencies in the definitions of under-
service that are applied toward these cen-
ters, the corps, and international medical
graduates. Variation in geographic distribu-
tion and social and cultural networks may
further exacerbate efforts to replace one
group of providers with another. Nurse-
practitioners, physician's assistants, and
National Health Service Corps participants
may help, but there is no clear panacea to
shortages.
The present findings are instructive
about the role of international medical
graduates in community health centers, but
this study is not without limitations. Despite
its representativeness, the study's small
sample size limits the generalizability of
our findings. In hindsight, the study would
have been strengthened by survey data on
the size and staffing of community health
centers without international medical grad-
uates. Such data would have helped us
understand why some centers need interna-
tional medical graduates more so than oth-
ers. Our cross-sectional design provided
useful information about community health
centers during our study period but pre-
cluded analysis of trends in administrators'
perceptions over time.
Community contextual variables (e.g.,
population density, Health Professional
Shortage Area status, poverty index) would
enable researchers to identify those charac-
teristics of locales with community health
centers that reportedly do or do not need
international medical graduates. The extent
to which these graduates compensate for
American Journal of Public Health 1573October 1999, Vol. 89, No. 10
TABLE 2-Administrator Comparisons of International Medical Graduates (IMGs) With US Medical Graduates (USMGs) and
National Health Service Corps (NHSC) Physicians: United States, 1997-1998
Physician Characteristic IMG Physicians (1) No Difference (0) Comparison Physicians (-1) Mean Item Valuea
USMG physicians
Easier to recruit to our organization* 25 10 2 0.62
Easier to retain at our organization 7 16 10 -0.09
More likely to accept a lower salary* 15 18 0 0.45
Better accepted by our patients* 1 18 17 -0.44
More committed to serving poor and
indigent patients 4 24 8 -0.11
NHSC physicians
Easier to recruit to our organization* 16 9 5 0.37
Easier to retain at our organization 6 16 6 0.00
Better accepted by our patients* 1 17 1 1 -0.34
Preferred by our organization* 1 15 13 -0.41
More committed to serving poor and
indigent patients 4 17 8 -0.14
aMeans of 1, 0, and -1.
*P<.01 (mean not significantly different from 0, two-tailed test).
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physician shortages varies geographically,'4
but displaying geographic patterns with our
small sample size might risk breaching con-
fidentiality. Research that focuses on charac-
teristics of locales with community health
centers that do or do not employ interna-
tional medical graduates would be particu-
larly useful. The present study also did not
examine the impact of international medical
graduate supply in the United States on
access to health care in the graduates' coun-
tries of origin.
Conclusions
The influx of international medical
graduates to the United States has heightened
the long-standing concerns of some policy-
makers that these physicians represent more
of a problem than a benefit. As writer and
international medical graduate Abraham
Verghese'7(p79) recalled from the words of
another international medical graduate some
20 years ago:
We foreign medical graduates are an embar-
rassment to this society, a prob-lem. We are
like the Mexican-migrant-worker prob-lem,
or the Colombian-cocaine-export prob-lem.
Alas, we prob-lems wouldn't exist if the
United States economy didn't depend on us,
if there wasn't a great need for the com-
modity we provide and which they are willing
to pay for.
Should policymakers dismiss interna-
tional medical graduates as "the problem,"
or is their role more complex? By consider-
ing the role of international medical gradu-
ates employed at community health centers,
this study sheds light on the debate over the
usefulness of these physicians in today's
health workforce. Further study is needed
to analyze how local shortages in the face
of a national oversupply may be remedied
by dollars. Physician staffing costs, increased
through recruitment and turnover, consti-
tute a sizable portion of community health
center budgets.'8"9 In their initial employ-
ment in the United States, international
medical graduates' acceptance of lower
salaries may be critical in keeping commu-
nity health centers afloat. Hence, more
focused data on physician salaries, incen-
tives, and retention bonuses might help in
assessing the resources required to offset
any impending international medical gradu-
ate losses. This study suggests that a major
cutback could harm community health cen-
ter staffing. Reducing the flow of interna-
tional medical graduates into the United
States could therefore have negative conse-
quences, potentially endangering the ability
of many community health centers to pro-
vide care for the underserved. C:
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